
KANSAS DEPARTMENT OF HEALTH & ENVIRONMENT
Office of Local and Rural Health

Charitable Health Care Provider Program

Eligibility
Form C 

Certificación de elegibilidad 
Jefe de Familia
(opcional)______________________________,   ________________________   _____

        Apellido(s),        Nombre  M

PACIENTE DE HOY, o (opcional, lista todos los miembros de la familia que pudiera ser pacientes)

______________________________,   _______________________________   _____
Apellido(s),        Nombre           M
______________________________,   _______________________________   _____

______________________________,   _______________________________   _____

______________________________,   _______________________________   _____

______________________________,   _______________________________   _____

______________________________,   _______________________________   _____

______________________________,   _______________________________   _____

                                
1. Nuestro ingreso total de la familia  $   por   año   mes     horaaño   mes     hora

          (Haga un circulo)

2. Cuántas personas están sostenidas de este ingreso?

3. Si usted tiene qualquier cubrimiento de seguro de salud, por favor de marcarlo:
Medicare      Medicaid   
HealthWave      Blue Cross      Otro_____________________o no tengo seguro de salud        

     Esta informacíon es correcta y la proveo para recibir cuidado bajo el Programa de Cuidado de Salud Caratativo.  (KSA)75-6120

__________________________________________ ____________________
Firma de solicitante Fecha
o padre, madre  o persona con costodio

DIRECCIONES para la clinica:
1. Escoga el ingreso anual, mensual or horario de la Carta de elegibilidad de ingreso(Income

Eligibility Chart)
2. Encuentra el número en la primera columna que muestra el número de personas sostenidas por el

ingreso total de la familia.
3. Del número del tamaño de la familia (family size number), sigue la línea hasta que encuentra el

grupo de ingresos que incluye el ingreso total para todos los trabajadores in la familia.
4. Encuentra el grupo de ingresos a la cabeza de la columna y márquelo abajo.
                < 100%    FPL

100-149%  FPL
150-174%  FPL
175-200%  FPL
> 200%    FPL



*             ANNUAL  INCOME

Number 
in House-

hold
1 < 9,570 9,570 to 14,354 14,355 to 16,747 16,748 to 19,139 > 19,140
2 < 12,830 12,830 to 19,244 19,245 to 22,452 22,453 to 25,659 > 25,660
3 < 16,090 16,090 to 24,134 24,135 to 28,157 28,158 to 32,179 > 32,180
4 < 19,350 19,350 to 29,024 29,025 to 33,862 33,863 to 38,699 > 38,700
5 < 22,610 22,610 to 33,914 33,915 to 39,567 39,568 to 45,219 > 45,220
6 < 25,870 25,870 to 38,804 38,805 to 45,272 45,273 to 51,739 > 51,740
7 < 29,130 29,130 to 43,694 43,695 to 50,977 50,978 to 58,259 > 58,260
8 < 32,390 32,390 to 48,584 48,585 to 56,682 56,683 to 64,779 > 64,780

Number 
in House-

hold
1 < 798 798 to 1,195 1,196 to 1,395 1,396 to 1,594 > 1,595
2 < 1,069 1,069 to 1,603 1,604 to 1,870 1,871 to 2,137 > 2,138
3 < 1,341 1,341 to 2,010 2,011 to 2,345 2,346 to 2,681 > 2,682
4 < 1,613 1,613 to 2,418 2,419 to 2,821 2,822 to 3,224 > 3,225
5 < 1,884 1,884 to 2,825 2,826 to 3,296 3,297 to 3,767 > 3,768
6 < 2,156 2,156 to 3,233 3,234 to 3,772 3,773 to 4,311 > 4,312
7 < 2,428 2,428 to 3,640 3,641 to 4,247 4,248 to 4,854 > 4,855
8 < 2,699 2,699 to 4,048 4,049 to 4,723 4,724 to 5,397 > 5,398

Number 
in House-

hold
1 < 4.60 4.60 to 6.89 6.90 to 8.04 8.05 to 9.19 > 9.20
2 < 6.17 6.17 to 9.24 9.25 to 10.78 10.79 to 12.33 > 12.34
3 < 7.74 7.74 to 11.59 11.60 to 13.53 13.54 to 15.46 > 15.47
4 < 9.30 9.30 to 13.94 13.95 to 16.27 16.28 to 18.60 > 18.61
5 < 10.87 10.87 to 16.30 16.31 to 19.01 19.02 to 21.73 > 21.74
6 < 12.44 12.44 to 18.65 18.66 to 21.76 21.77 to 24.87 > 24.88
7 < 14.00 14.00 to 21.00 21.01 to 24.50 24.51 to 28.00 > 28.01
8 < 15.57 15.57 to 23.35 23.36 to 27.24 27.25 to 31.13 > 31.14

Discount
Sliding- 

Fee
Accounting 

Code P4

             Source:   Charitable Provider Manual 2003                            page 14
KDHE OLRH    prepared February 22, 2005

Pay Full 
Charges

25% 0%

P0

Pay 25% of Charges Pay 50% of Charges Pay 75% of Charges

P1 P2 P3

Free care

100% 75% 50%

* SOURCE:  Federal Register: Vol. 70, No. 33 Friday,       February 18, 2005       http://aspe.hhs.gov/poverty/05poverty.shtml
The following  table provides an example of a sliding-fee schedule

Sample   DISCOUNT - SLIDING-FEE SCHEDULE
<100% FPL: 

ANNUAL 
INCOME

100-149% FPL:  ANNUAL 
INCOME

150-174% FPL:  ANNUAL 
INCOME

175-199% FPL:  ANNUAL 
INCOME

>200% FPL   
ANNUAL 
INCOME

175-199% FPL:  ANNUAL 
INCOME

>200% FPL   
ANNUAL 
INCOME

<100% FPL:  
HOURLY 
INCOME

100-149% FPL:  HOURLY  
INCOME

150-174% FPL:  HOURLY  
INCOME

175-199% FPL:  HOURLY  
INCOME

<200% FPL 
HOURLY  
INCOME

HOURLY  INCOME

<100% FPL: 
ANNUAL 
INCOME

100-149% FPL:  ANNUAL 
INCOME

150-174% FPL:  ANNUAL 
INCOME

<100% FPL: 
ANNUAL 
INCOME

100-149% FPL:  ANNUAL 
INCOME

150-174% FPL:  ANNUAL 
INCOME

For family units with more than 8 members, add $3,260 for each additional member. (The same increment applies to smaller family sizes also, as 
can be seen in the figures above.)

MONTHLY INCOME

  2005 INCOME and DISCOUNT ELIGIBILITY TABLES

175-199% FPL:  ANNUAL 
INCOME

>200% FPL   
ANNUAL 
INCOME

 see source below




